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neck. Because of its severity the patient inclined her head to the right, 
this position making the pain easier. Coincidentally she complained of 
sickness in her stomach with a tendency to vomit. , Seven months after 
the beginning of the symptoms she complained, in addition, of dizziness 
and of staggering which was more marked to the left. About this time 
her sight began to become poor and she began to see double. There was 
no disturbance of hearing. 

When examined about six months after the beginning of her symp¬ 
toms, she had choked disc of four diopters, paralysis of the left external 
rectus, some weakness in upward associated movement, this being mani¬ 
fested in a sort of cork-screw nystagmoid movement, motor weakness of 
the left side, and loss of all tendon reflexes with the exception of a faint 
response of the left biceps. Sensation was normal. Both upper and lower 
limbs were ataxic, more marked on the left, and the gait was distinctly 
cerebellar, more marked to the left. The diagnosis was made of a left 
cerebellar tumor. 

At necropsy a large tumor was found occupying the whole of the 
third ventricle, about the size of a hen’s egg, compressing on either side 
the optic thalamus and in its downward growth involving the nuclei of 
both third nerves, separating them and to a slight extent compressing the 
posterior longitudinal bundles in the upper portion of the pons. 

In the first case a diagnosis was made of a tumor in the upper portion 
of the pons, this, being based principally upon the paralysis of upward 
associated ocular movement and the loss of power of the right motor 
fifth. In the second case the symptoms were distinctly cerebellar and a 
tumor of the third ventricle was not suspected. In view of these two 
cases, tumors of the third ventricle should be suspected whenever there 
occur the general symptoms of brain tumor, indefinite motor weakness, 
cerebellar ataxia, various cranial nerve palsies and principally paralysis of 
upward associated ocular movement. 

Dr. Guilfoyle stated that the patient lost her position as clerk in a 
department store because she would write crooked, that is, instead of 
writing along a line, she would write at right angles. This perpendicular 
writing is something Dr. Guilfoyle could not find any explanation for. 
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Case I.—X. F., male, clerk; first consulted Dr. Grinker on December 
28, 1905. Well nourished young man of 24, with negative family and 
personal history, excepting that he was always considered somewhat ner¬ 
vous, having suffered from night-terrors when a child, and would appear 
dazed upon first awaking in the morning. His habits have always been 
good and he never had syphilis. 

Last August he noticed that his left leg became weak and somewhat 
later, his left arm. The face was not affected. The following month 
(September) he had occasional headaches which were never severe, always 
diurnal, and localizd over the right frontal region and in the nape of 
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the neck; they were always aggravated by violent physical exercise. 
Attacks of dizziness occurred upon suddenly rising from the recumbent 
posture, but these were of short duration. At about the same time his 
vision had begun to fail, his eyes became blurred, attacks of blindness 
would occur which on passing off would leave black spots in front of his 
eyes. These attacks were also accompanied by some dizziness. There 
was neither nausea nor vomiting at any time. He noticed peculiar jerk- 
ings and twitching of his chest muscles at times. Quite recently symptoms 
of fatigue occur after the slightest exertion and even after awaking in 
the morning. One month ago (November, 1905) his vision had become 
much worse and he began to stagger, but mostly to the left. He con¬ 
sulted two ophthalmologists who informed him that there was “ choked 
disc,” and one of them even suggested that a neurologist be consulted. 
Dr. Greenbaum, who had charge of the case, took the patient to a neurolo¬ 
gist, but did not agree with him on the diagnosis. By the courtesy of 
Dr. Greenbaum the patient came under Dr. Grinker’s observation three 
weeks later. 

Examination revealed a well nourished young man with uncertain 
gait, which could be characterized as slightly ataxic, with a tendency to 
reel towards the left. The left knee-jerk was greatly exaggerated, more 
than the right. Achilles jerks were lively; there was no ankle clonus, 
nor Babinski sign. Hand grasp was weak on the left side and the left 
leg showed corresponding weakness. With the finger-to-nose test a 
marked tremor developed in the left hand, which was more of an ataxic 
than an intention tremor, but partook of the characteristics of both. 
Babinski’s adiadocokinesia sign could not be elicited, neither was nystag¬ 
mus found, but slight horizontal nystagmoid movements were brought out 
when patient looked to the extreme right or left. Slight dynamic and 
static ataxia were present in the lower extremities, more marked on the 
left side. The left half of the face was not paralyzed, but seemed to be 
relaxed in its lowest portion. At this time no trigeminus involvement was 
discovered. At a subsequent examination which was made two months 
later the left trigeminus was found to be involved in its entirety and the 
existence of corneal areflexia was noted. Patient never complained of 
trouble in hearing and there was no history of ear disease. Dr. Grinker 
discovered complete nerve deafness in the left ear, of which the patient 
knew nothing until informed by him, consequently he could not say when 
his hearing had become defective. 

The just described signs and symptoms enabled Dr. Grinker to make 
the diagnosis of tumor and to localize the same in the left cerebello- 
pontile angle, as probably originating from the acusticus nerve. Imme¬ 
diate operation was recommended in order to save what was left of the 
patient’s vision. Dr. Greenbaum then arranged to have patient operated 
on by a competent surgeon, who failed to find the tumor. The same 
operator trephined two weeks later in order to do a ventricular tapping, 
but no fluid was discovered. 

About a week later another surgeon operated over the left cere¬ 
bellum, but did not find the tumor. The same surgeon performed a 
Cushing decompression operation on the patient with no relief to the 
patient. Meanwhile the blindness had become absolute. After recovery 
from the operation the doctor prevailed upon his patient to seek a third 
surgeon with a view of discovering and removing the elusive tumor. The 
last surgeon discovered a fibroma in the left cerebello-pontile angle, which 
seemed to have originated in the sheath of the left acusticus. The boy 
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still presents a number of signs of cerebellar disease, also a hernia over 
the left cerebellum and over the right parieto-temporal region. 

His general health is good, but vision is lost. 

Case II.—Miss D. F., aged 26, bookkeeper, with good family and 
unimportant personal history, consulted Dr. Grinker in July, 1905, for 
“ nervousness.” One year previous she had experienced more or less con¬ 
stant ringing in the left ear, which gradually subsided when complete 
deafness had appeared. Several weeks before Dr. Grinker saw her she 
began to have attacks of transient blindness in the left eye which occurred 
often when she was recumbent. She continued at her work, but this 
became more difficult on account of attacks of cloudy vision, as though 
mists arose in front of her eyes; these attacks were infrequent and were 
of momentary duration. In addition she complained of heaviness and 
pressure and occasional sharp pains over the left cheek, radiating into the 
left eye. Often her eyes felt “ gritty ” and this feeling was usually accom¬ 
panied by somnolency. Some of her other complaints were occasional 
sensations of numbness in the finger-tips, feeling of fatigue upon arising 
in the morning, general nervousness and occasional dull headaches. On 
account of the paresthesia in face, antrum disease had been suspected by 
her physician; she was then referred to a rhinologist who excluded sinus 
and antrum disease. Because of the eye-symptoms she was then referred 
to an ophthalmologist who found some refractive errors which were cor¬ 
rected by proper glasses. The ocular fundi were pronounced normal. 
She was then sent to Dr. Grinker for her nervous symptoms. 

An examination of viscera, reflexes, general sensation and motion 
revealed normal findings. The fundus appeared normal. Pupils reacted 
normally t’o light and accommodation. There was complete deafness in 
the left ear. There were tender points over the spine, the vertex and 
over the left ovarian region. As her symptoms, both positive and nega¬ 
tive, seemed to point to functional nervous disease, and as there was 
nothing definitely characteristic of organic disease Dr. Grinker inclined 
to the view of this being a functional case and treated her accordingly 
with but indifferent results. In the following September—about six weeks 
after her first visit—she came to Gr. Grinker’s office staggering and in a 
state of alarm. She related to him that as she was crossing the street she 
became dizzy, staggered and everything appeared black to her. With great 
difficulty did she escape being run over by the street cars, and she feared 
that she was going to be blind. For the first time during her illness she 
had suffered from intense headache, vertigo and vomiting about two days 
ago. Her gait at this examination was typically cerebellar in kind—a 
reeling from side to side. The fundi showed a bilateral choking, indi¬ 
cating extreme edema of the nervehead. Of course, all of her previous 
so-called functional symptoms now assumed an entirely different aspect. 
The deafness which had come on a year ago was evidently due to 
pressure on the acusticus, the paresthesia in the face, to trigeminus 
involvement, and the peculiar visual disturbances, to transient edema. 
The recent headache, vomiting and vertigo, added to the cerebellar gait 
in a patient who had acusticus and trigeminus involvement, were symptoms 
making the diagnosis of tumor in the cerebello-pontile angle certain. 

Immediate operation was advised. The diagnosis was verified upon 
the operating table, but the patient did not survive the operation. 



